A 57-year-old woman scheduled for cochlear implant removal exhibited preoperative electrocardiographic findings of early repolarization (ER). Four episodes of transient ST segment elevations during surgery raised suspicion for vasospastic angina (VA). In the post-anesthetic care unit, the patient complained of chest discomfort and received sublingual nitroglycerin with uncertain effect. The patient refused to proceed with postoperative invasive coronary angiography, resulting in inconclusive diagnosis. Intraoperative circumstances limit the diagnosis of VA, which emphasizes the need for further testing to confirm the diagnosis. When VA is suspected in patients with underlying ER, it is reasonable to consider invasive examination to establish the diagnosis and prevent recurrence of VA. If ST changes are observed during surgery in patients with preoperative ER, careful monitoring is recommended. Due to general anesthesia, the absence of patient symptoms limits the definitive diagnosis of those with suspected VA. Therefore, additional postoperative surveillance is recommended.
Early repolarization (ER) is an electrocardiographic finding of QRS-ST junction elevation (> 0.1 mV) in two adjacent leads, demonstrated as either QRS complex notching or slurring [1] . The prevalence of ER ranges up to 13% in the general population. ER has generally been regarded to be an innocuous finding in a healthy population [2] . Recent studies, however, have demonstrated an association between ER and an increased risk for serious arrhythmias and death [3] [4] [5] . ER is a predictor of vasospastic angina (VA) and an indicator of multivessel vasospasm [6] . The present article describes a case involving a patient exhibiting a preoperative ER pattern who experienced intraoperative transient-yet severe-ST amplitude changes and postoperative chest discomfort, which raised suspicion for VA, which emphasizes the need for perioperative surveillance.
CASE REPORT
A 57-year-old woman (height 150.7 cm; weight 71.3 kg; body mass index 31.3 kg/m 2 ) with a history of (Fig. 2, 3) . The ECG pattern changed from a slurred to a notched appearance, with a J point elevation changing from 0.1 mV to 0.2 mV (Fig. 3) . Each elevation lasted < 5 min without hemodynamic instability.
Coronary artery spasm or benign ECG findings of the ER pattern were considered. At the third episode of ST segment change, cardiac markers were noted, and both troponin-I (0.006 ng/ml) and creatine kinase-MB (0.4 ng/ml) were within normal ranges. Given that ECG changes were temporal and without hemodynamic change, and laboratory investigations were normal, diagnosis could not be established and, thus, no immediate treatment was pursued.
After uneventful extubation, the patient was transferred to the post-anesthetic care unit (PACU). However, she [1] . The prevalence of ER ranges up to 13% in the general population. ER has generally been regarded to be an innocuous finding in a healthy population [2] . However, some recent clinical studies reported that ER is associated with an increased risk for serious arrhythmias and death [3] [4] [5] and increased cardiac events in low-risk surgical patients one year after surgery [7] . Baseline ER is a predictor of VA and an indicator of multi-vessel vasospasm [6] . [11] . Electrocardiographic differential diagnosis is limited during surgery because the three-electrode system does not display multi-lead monitoring or precordial leads and, is thus, inadequate for ST-segment monitoring. These restrictions emphasize that perioperative suspicions of VA should undergo an examination to confirm the diagnosis. A limitation of the current case was that patient did not undergo further cardiac evaluation to confirm VA and, therefore, a definitive diagnosis could not be made. Furthermore, preoperative invasive coronary angiography was not performed because it is generally not a routine examination in patients without a history of chest pain or cardiac disease [9] . However, within the 3-month follow-up, the patient did not report any cardiac symptoms.
In the current case, suspicion of VA was raised by ST-segment elevations during surgery followed by chest discomfort during recovery. Lack of patient symptoms during general anesthesia limits the differential diagnosis, and raises the need for additional postoperative surveillance to establish the appropriate diagnosis and prevent the recurrence of VA.
